This study explores the perceptions of a small group of nurses working at a newly established 24-hour community-based service enter (SC) for users with psychiatric disability using a qualitative approach. Since the mental health reform in Sweden in 1995 where the communities (in Sweden called municipalities) were given the responsibility to establish service and support to people with severe psychiatric disabilities, they have struggled in finding suitable forms of these kinds of areas. In 2010, this led to the creation and development of a new center aiming to provide services and support based on the expressed needs of people with physchiatric disability in a community located in southern Sweden. During 2011, a total of three group interviews were performed to capture the employed nurses' perceptions of this newly established SC. The interview texts were analyzed by way of qualitative content analysis. A first reading of the interview texts revealed that the nurses' perceptions of the service center were unwaveringly positive but that their beliefs about who the specific target group were differed. The main finding was summarized by the theme: Making a difference-on an individual, professional, and organizational level. The sub themes were: 24-hour availability, unclear assignment, and preventing mental illness. The findings indicate a need for a community round-the-clock service center in this Swedish community and a more clear definition of the target group.
INTRODUCTION

Background
The mid 1950s was the beginning of an international consensus to change the institutional mental health system to a new community based approach. Areas of focus were adequate environment, prevention, rehabilitation and social integration which are still ongoing international processes [1] . In Sweden, this change in mental health care meant deinstitutionalization through the Mental Health Reform in 1995. The objective was to support a life of inclusiveness and participation for people with psychiatric disability in the community [2] . This organizational shift meant that the communities became legally obligated to offer social support, housing, and activities for people with psychiatric disability [3] .
Shortly thereafter, national reports [4, 5] showed that the communities had difficulty finding forms of support and service that matched the needs and desires of the users. Recent "National guidelines for psychosocial interventions for schitzophrenia or schitzophrenia-type conditions" recommend that both the health care system (county council psychiatry) and social services (communities) take action towards quality improvements in the effort to reduce the number of hospitalizations, days in hospital, homelessness, and unemployment in order to provide greater stability in the lives users with psychiatric disability [6] . The current situation has opened up for mental health staff, users, and politicians to create and implement innovative ideas for support and non-medical services.
A literature review on community mental health services/centers brought to light a sizeable amount of international and national research. Studies on mental health services centers span multiple countries and encompass an array of health services, from smaller units to large complexes of interconnected units offering medical treatment, various therapies, activities and even implementation of treatment programs-all named differently. This made it difficult to identify studies on non-medical support centers within community mental health services, particularly centers with around-the-clock availability. The centers in the studies seemed to be open during daytime, Monday through Friday. A systematic literature review by Catty et al. [7] highlights the problem with an imprecise nomenclature in the field. Taking these difficulties into consideration, there seems to be a lack of research focusing on community based service centers open around the clock.
Background for the Specific Study
The described difficulty to provide matched service to users with psychiatric disability has led to a unique initiative taken by a Swedish community. A work group consisting of community politicians, officials, and the management of the community mental health care and service was started in 2006-2007 after signs of insufficiencies within the mental health care and service where identified. Shortly thereafter, a reference group was formed with representatives from the care department, social services, private care providers, Region Skåne and users. As a result, a decision was made to establish a new nonmedical center to provide service based on users' own expressed desires for support. The support center was started year-end 2009/2010 and operated around-theclock and offered anonymity by not requiring registration or documentation. Since this was a new community service it seemed important to explore what the SC has meant to both users and nurses so far. The next step will focus on the user perception, while the aim of this present study focuses on the nurse perspective of working in a newly established community based 24-hour support center for people with psychiatric disability.
METHOD
The chosen design was an explorative, descriptive study, with a qualitative approach based on group interviews, analyzed by qualitative content analysis.
Context
In the larger Swedish psychiatric health care and service context of the study, care and service are provided by two systems: the county councils (n = 18), regulated by the Health and Medical Services Act [8] and the communities (n = 290), regulated by the Social Services Act [9] . The county councils provide psychiatric specialist care, emergency care, in and out-patient care. The primary care/health centers have the basic of the study for mild mental illness, while moderate and severe mental illness is referred to specialist mental health care. The communities provide housing, activities, and needs-assessed support according to the Social Service Act and legislation of support and service to users with psychiatric disability [10] .
The specific context of the study was a city of an average-sized community of 50.000 inhabitants in Skåne in southern Sweden. The local community psychiatric care and service organization also encompassed two smaller communities, altogether 70.000 inhabitants. Adult psychiatric care in the city consisted of two general psychiatric care teams, psychosis team, and hospital ward for general psychiatry, for forensic psychiatric care, outpatient care and daycare. The emergency department was situated in a larger city 30 -40 kilometers away. At the time, the community mental health service consisted of two assisted housing compounds and one meeting point with activities open during daytime hours from Monday to Friday.
The new SC was placed on the top floor of a building in the city center which already contained assisted housing. The SC was equipped with two bedrooms, "support beds", to be used a maximum of 48 continuous hours if needed. Visitors had to ring a bell to be let in. All floors were manned 24 hours a day and staff on duty were responsible for the housing floors. The housing assistance was mainly carried out during mornings and, thereafter, the nurses mainly moved their activities to the SC. Altogether, sixteen nurses were part of the staff. The head of the unit was a registered nurse responsible for the daily management. The visiting users were described as between 20 -70 years of age. Most visitors had prior experience with mental health services, but also users without prior experience with mental health services visited. Most were men, but there were also women. An initial six-month survey indicated that 50 -75 users contacted SC for supportive conversation. Multiple users called several times per night. Each call lasted anywhere from a couple of minutes to an hour. The support beds were utilized by approximately ten users to stay overnight.
Participants
A sample of employed staff (n = 16) at the SC was invited to take part in group interviews. Twelve staff members from day and night shifts agreed to participate, while four declined to participate due to sick leave or urgent care tasks. Eleven licensed mental practical nurses (LMPN) and one registered mental health nurse participated. Five were female and seven male. Their ages varied between 25 -59 years (mean 41). Their previous work experience varied in length and spanned acrossmental health care, elder care, and care of adolescents with disabilities. They were all trained in Case Manage-ment (CM) technique, but the extent varied between 7.5 to 30 credits.
Interviews
Group interviews (three with four nurses) were chosen to obtain nurses' experiences through discussions about the topic. This is a strategy inspired by Kreuger and Casey [11] , interviewing by planned designed group discussions. An interview guide was used and started with an overarching question, "Can you please tell me about your experiences and perceptions about the SC?" Further questions concerned their work at the SC, the target group, policy, goals, and details about user telephone calls and visits. Overall, the participants in the groups were interactive and engaged during the discussions. The second author, AB, was a moderator in interview I, while ACJ observed and took notes. ACJ led interviews II and III while an experienced colleague observed. The nurses were interviewed between June-November 2010 in a room at the SC. The interviews lasted 120, 75 and 100 minutes. At this time, the SC had been up and running for between six to ten months. The interviews were tape recorded and transcribed by ACJ. Ethical considerations related to the study followed the Swedish law for human research [12] . Permission to conduct the study was obtained by the head of the unit. All the nurses received invitations to take part in the study as well as both written and oral information. Twelve filled out informed consent in regard to being interviewed.
Analysis
Qualitative content analysis was used, inspired by Graneheim and Lundman's [13] recommendations. The analysis process started with a reading of all interviews, first individually and thereafter consecutively to get a sense of the whole. Meaning units, which are lines or excerpts of discussions, were identified, condensed and abstracted into codes. Those with similar meaning content were brought together into five sub-themes of which two, after further processing, were collapsed and three sub-themes remained. Both authors reviewed the interview texts independently, discussed codes thoroughly when developing the themes and sub themes until a consensus was reached. Quotations from the three group interviews were marked I, II and III. Participants were marked in order: 1, 2, 3, and 4. A discussion excerpt between Nurse 2 and 4 can be marked (II: 2, 4) Endings of single quotations are marked //.
Findings
The finding is reflected in the theme: Making a difference-on an individual, professional, and organizational level, with the sub themes: Availability 24 hours a day, unclear assignment, and Preventing mental illness.
Making a Difference on an Individual, Professional and Organizational Level
The text revealed a strong conviction that the SC makes a difference on an individual level to users with any kind of mental illness in terms of having unique availability 24 hours a day. This appeared to make a difference in terms of the possibility of the SC being used as a meeting point, being located in the city center, having home-like venues and atmosphere, being free of charge to visit, and accessible without making an appointment. Other advantages were the user's high degree of autonomy and the option of remaining anonymous. The staff was proud to be chosen for a position at the SC and to work in a way that makes a difference also on a professional level. Thenew position introduced a different professional way of working: free, unprejudiced, supportive and preventive. There was an evident ambition to change existing views of mental illness to one where it is considered a part of human normality. In addition, the ambition was to represent vulnerable users in contacts with powerful authorities. Ideas of how this should be done varied. On an organizational level, the SC was strongly believed to make a difference in representing something totally new, both locally and nationally. The new approach was highlighted as a unique and constantly-staffed round-the-clock support system, buffering admission to the Psychiatric emergency department (PED). However, it also emerged that the political assignment regarding SC policy and nurses' overall task was some what unclear. The intention was to welcome any person with any kind of mental illness, but when it came to practice it proved to be a challenge.
24-Hour Availability
The most significant with the SC was an immediate agreement in the groups about "availability around the clock" in the community. Users now had a place to go when needing someone. It provided the opportunity to get away from loneliness to security, to solve tricky situations, to make new contacts and to create a social network. Newcomers received special attention in order to fully capture their situation and need of support. This way, the nurses could prevent the users from falling between cracks. The possibility to call the SC by phone at any time was much appreciated. Many say: "now I feel calm. It feels so good that I can call you" (III: 2). There is someone that answers the phone… just that is great! (II: 2). Nights were considered a critical time with regard to anxiety and sleeping problems. A user could call several times per night when feeling anxious. Just talking to a nurse usually helped. The possibility to visit the SC at any time was also appreciated by the users. Always having somewhere to go, to sit down and relax, have a cup of coffee, talk to others, or just to have people around. When users felt higher degrees of anxiety the nurses were approached for a talk: "Since loneliness is a big part, they need to talk their anxiety away" (III: 3). The two support beds were considered much needed and frequently used. The beds made it possible for users to stay overnight if nurses deemed it necessary:
Users The SC was also believed to relieve the burden for the next of kin. The discussions revealed that users' next of kin often "burn out" as a result of overwhelming them with phone calls and visits around-the-clock. Support and advice was also given when the next of kin were worried. However, the nurses emphasized that next of kin were not contacted routinely, only if the users requested it. The SC was said to relieve pressure on medical care and PED. Several users had expressed an aversion to seeking help at PED due to previously being rejected there. The nurses were convinced that the support beds had prevented several admissions. Also, community actors such as housing supporters and users' representatives had noticed a positive difference and that they could direct users to the SC. One nurse said: "Users sense that they don't have time for them at PED. There, it is all about medicine" (II: 2).
Unclear Assignment
Preventing Mental Illness
The encounter with the users was said to be the art of their work and believed to prevent further mental illness and disability. Since vulnerability was considered one of the main problems, accepting and affirming the users as ordinary human beings was extremely important. Just being present to offer security was similarly important. The encounters, where nurses felt more like fellow peers than health care staff, were described as uncomplicated and unconventional. At the same time, it was considered very delicate work. It was challenging to show those with prior negative experiences with the traditional mental health care system that this is a new model, a new approach with new thoughts and new contacts. Some users were described as very tense upon entering the SC, but after they had sat down for a while: "one can actually see how they relax".
Is A key point in the group discussions concerned aspects of the encounter which nurses could have different opinions about such as the difficulty providing sufficient time if nurses themselves felt stressed. It could be necessary to limit phone calls at night, and a difficult balance to end. Further, it could be difficult to strike a balance between on the one hand letting a user sit down relax and just be, without demands, and on the other hand having an urge to talk, motivate or activate him/her. Thus, it was expressed as a difficult balance to accept the users' choice of not wanting to-and trying not to motivate other choices:
Some do not want to make changes. I think this is frustrating. We offer help, but despite this they don't want I // I think it can create anxiety with too many possibilities. They can't cope with it. We have to accept that. Don't give up… give hope. It is their choice (III: 4, 2).
When the discussions dealt with the difficulty of striking a balance between being supportive and creating dependence, the question of making demands came up: We do not make demands … it does not mean that there are no strings attached. Then they would become dependent on us instead of more independent (III: 1). Some users considered the SC, "very cozy" (the others laugh), and visited too often wanting the support beds. Such patterns were a regular problem necessary to break, not to create difficulties for them to go home. Demands were viewed as necessary in their support work at the same time as it was important that visiting users did not feel pressure.
DISCUSSION
The organizational shift to give the communities the responsibility to provide care and service for mentally disabled users has been shown in Sweden to open up for some organizational innovations. As a whole, Making a difference-on an individual, professional, and organizational level was interpreted as presenting the nurses' views of the newly-established SC. They proudly viewed the SC as a national innovation. This new type of nonmedical, 24-hour support evidently has advantages such as constant availability, anonymity, autonomy, family relief, prevention of relapse and hospitalization. However, disadvantages were shown in that the political assignment and target group was unclear. In addition, the lack of documentation related to anonymity could pose a risk in that nurses may lack knowledge about users' diagnoses, history and medication.
The finding, 24-hour availability, revealed the nurses' conviction that the constant opening hours was the most important resource, even more so than anonymity. What meant most to individual users was expressed as the difference of always having somewhere to phone or go when feeling the need. All nurses stressed that anxiety and loneliness reached a critical point for users, particularly at night, and contacts and visits were frequent at this hour. It is well known in mental health nursing that anxiety and insecurity often cause sleep disorders, a detrimental risk for already mentally-exposed disabled users. Burns and Firn [14] , pioneers in community based psychiatric care, stress early interventions and the importance of recognizing instability in health such as anxiety, insecurity and sleep problems which can be early signs of relapse into disease. Several examples were given of users suffering from severe anxiety who had felt much better after a talk or spending a night or two at the SC.
The SC appeared to relieve the described loneliness that haunted users at night. Loneliness was shown by Nilsson et al. [15] to impact users on three levels: behaviorally, existentially, and ontologically. In their findings, users with severe mental disease living alone at home felt: shame over their illness; loneliness as a pain accompanied by anxiety; and defenselessness and loss, which was visible as self-isolation. Their own residence did not feel like home and they had a longing to belong. It was interpreted as "loneliness of want and longing". The fact that loneliness is detrimental to both physical and mental health is known through research that supports links between feelings of loneliness/social isolation and increased risk of morbidity and mortality [16] . Having relief close at hand in a place like the SC reduces users' suffering and distress and reduces pressure on PED, which should motivate other communities enough to start offering similar support.
The availability of the SC was also improved by being non-medical, free of charge, based on user anonymity, and not subject to traditional patient-nurse treatment terms. This high availability was an intended strategy to attract people that currently are without psychiatric care or service contacts with various degrees of mental disability in order to prevent any mental conditions from getting worse. People who had been identified by social workers as having severe mental illness were, in Rosenberg [17] , found to avoid psychiatrically-defined services due to the fear of being stigmatized as mentally ill or disabled and, consequently, labeled as deviant and not normal. This label comes with the added cost of humiliation, loss of status and discrimination [18] . User avoidance of mental health care services is understandable and user anonymity can be legitimized.
As indicated in the finding, unclear assignment, it was difficult to define the target group. This unclearness could also be found in the finding preventing mental illness in the way nurses carried out their daily work. These findings begged the question as to how the target group was defined and handled within the team. All people that were identified as suffering from some kind of mental distress were said to be welcome. However, this is a view that differed some what from the official assignment which expressly stated to accept only people who were considered to be suffering from some form of psychiatric disability? The difficulty with clearly defining the target group was further observed with users with ongoing drug abuse, suicidal thoughts, and self-harm behaviors. In a newly published national report [19] , the difficulty in defining psychiatric disability was made evident. The lack of a clear and consistent definition on a national level carries a risk that county councils, communities, the work group/team as well as the single nurse make up their own definitions. However, the result showed that welcoming all had proved to be impossible and there was some disagreement within the team about which individuals to reject. Such unclearness can create conflicts within the work team and feelings of inadequacy on the individual level leading to qualms of conscience [20] and, at worst, burnout [21] . Beyond the quandary of whom to accept or reject, another consequence of the difficulty to define the target group was how to strike a balance between demands and permissiveness for the users.
The conviction of having a new way of treating users in comparison to the traditional mental health care approach was shown in preventing mental illness. The encounter was strongly believed to relieve and heal mental distress and prevent progression of illness and disease. Some aspects stood out. It was seen as a particular challenge to approach users with prior negative experiences from mental health contacts in the past and to convince them to trust that this is a "new model, a new approach with new thoughts and new contacts". Users as patients' in the psychiatric health care system have often experienced violation and powerlessness when being approached. Lilja and Hellzén [22] found that when patients recounted past experiences of psychiatric care, much concerned a struggle to maintain dignity in discriminating and ostracizing environments. The nurses told about users' experiences of rejection and subsequent reluctance to seek psychiatric care. Rejection as a neglected phenomenon in psychiatric nursing has been found as ways to understand the professional role and responsibility in terms of inadequate staffing [23] . According to ideas of Lögstrup [24] , trusting someone means to expose your self and thereby risk being rejected. Abused trust causes mistrust-negative encounters and experiences, which the nurses at SC felt were a challenge to change. That positive encounters can have a "healing" effect was shown in a Swedish study [25] . A sample of long-term sick-listed patients (n = 5802) were asked about positive and negative encounters in the health care system, and the effects of these encounters on their ability to return to work. Those who had experienced positive encounters and felt respected (n = 3327) experienced a significantly improved ability to return to work in comparison to those who did not feel respected (n = 79). Those who in addition felt wronged (n = 993) claimed to be more impeded from returning to work compared to those who did not feel wronged (n = 410). Consequently, it seems as merely the way of approaching users with mental problems can promote their mental health and prevent illness and disease. Such healing encounters 24-hours a day can make a difference-even rendering admission to medical care altogether unnecessary.
Steps were taken throughout the research process to ensure trustworthiness of the findings [26] . Attempting to maximize researcher credibility, as recommended by Patton [27] , qualified people with professional competence and awareness of the sensitivity of the subject matter conducted the study. Similarly, testing the interview guide was a similar endeavor. The participants spoke openly in the group interviews which generated rich data for the research focus. By the third interview, similar topics were repeated and saturation was considered reached. That group interviews and verbatim transcriptions were conducted by the authors ACJ and AB should strengthen the findings. Excerpts from the interviews were also presented to validate that the themes represented the participants' experiences/views of the SC. Limitations and threats to credibility is that not all staff members participated. The risk with the group interviews is that staff members may have held back in their statements since they were dependent on each other. Through descriptions of the participants, context, methods of data collection and analysis process, readers should be able to judge the transferability of the findings.
CONCLUSION
The findings of this study indicate that a 24-hour community based service centre has the potential to make a positive difference on the three levels found in the study: the individual user level since loneliness and anxiety often peak at night, the nurses' professional level trough the new unconventional way of working, and the organisational level by the SC being designed to support user needs around-the-clock. The findings also indicate that when establishing new services, the target group needs to be more distinctively identified.
